ethics show that the aim of subordinating concern for autonomy to beneficence remains controversial. The group of notions invoked in these debates -autonomy, paternalism, consent, respect for persons, and treating others as persons -are quite differently articulated in different ethical theories. A consideration of various ways in which they can be articulated casts some light on issues that lie behind discussions of medical paternalism.
Paternalism and autonomy in result-oriented ethics
Most consequentialist moral reasoning does not take patients' autonomy as a fundamental constraint on medical practice. Utilitarian moral reasoning takes the production of welfare or well-being (variously construed) as the criterion of right action. Only when respect for patients' autonomy (fortuitously) maximises welfare is it morally required. Paternalism is not morally wrong; but some acts which attempt to maximise welfare by disregarding autonomy will be wrong if in fact non-paternalistic action (such as showing respect for others or seeking their consent to action undertaken) would have maximised welfare. Only some 'ideal' form of consequentialism, which took the maintenance of autonomy as an independent value, could regard the subordination of autonomy to beneficence as wrong. In utilitarian ethical thinking autonomy is of marginal ethical importance, and paternalism only misplaced when it reflects miscalculation of benefits.
This unambiguous picture is easily lost sight of because of an historical accident. A classical and still highly influential utilitarian discussion of autonomy and paternalism is John Stuart Mill's On Liberty (1). Mill believed both that each person is the best judge of his or her own happiness and that autonomous pursuit of goals is itself a major source of happiness, so he thought happiness could seldom be maximised by action which thwarted or disregarded others' goals, or took over securing them. Paternalists, on this view, have benevolent motives but don't achieve beneficent results. They miscalculate.
Mill's claims are empirically dubious. Probably many people would be happier under beneficent policies even when these reduce the scope for autonomous action. Some find autonomous pursuit of goals more a source of frustration and anxiety than of satisfaction. In particular, many patients want relief from hard decisions and the burden ofautonomy. Even when they don't want decisions made for them they may be unable to make them, or to make them well. The central place Mill assigns autonomy is something of an anomaly in result-oriented ethical thought (2) . It is open to challenge and shows Mill's problem in reconciling liberty with utility rather than any success in showing their coincidence.
Paternalism and autonomy in actionoriented ethics
Autonomy can have a more central place only in an entirely different framework of thought. Within a moral theory which centres on action rather than on results, the preconditions of agency will be fundamental. Since autonomy, of some degree, is a presupposition of agency, an action-centred ethic, whether its fundamental moral category is that of human rights, or of principles of obligation or of moral worth, must make the autonomy of agents of basic rather than derivative moral concern. This concern may be expressed as concern not to use others, but to respect them or 'treat them as persons ', Enlightenment political theory and especially Locke's writings are classical sources of arguments against paternalism and for respect for human autonomy. Here the consent of citizens to their governments is held to legitimate government action. In consenting citizens become, in part, the authors of government action: the notion of the sovereignty of the people can be understood as the claim that they have consented to, and so authorised, the laws by which they are ruled. In obeying such laws they are not mere subjects but retain their autonomy.
This picture invited, and got, a tough focus on the Risks may not be understood and post-operative expectations may be vague. But the opacity ofpatients' consent is not radically different from the opacity of all human consenting. Even in the most 'transparent', highly-regulated, contractual arrangements, consent reaches only a certain distance. This is recognised whenever contracts are voided because of cognitive or volitional disability, or because the expectations of the 'reasonable man' about the further implications of some activity do not hold up. Medical cases may then be not so much anomalies, with which consent theory cannot adequately deal, as revealing cases which highlight typical limits of human autonomy and consent (5) .
Yet most discussions of consent theory point in the other direction. The limitations of actual human autonomy aren't taken as constraints on working out the determinate implications of respect for autonomy in actual contexts, but often as aberrations from ideally autonomous choosing. The rhetoric of the liberal tradition shows this clearly. Although it is accepted that we are discussing the autonomy of 'finite rational beings', finitude of all sorts is constantly forgotten in favour of loftier and more abstract perspectives.
Actual consent and 'ideal' consent
There are advantages to starting with these idealised abstractions rather than the messy incompleteness of human autonomy as it is actually exercised. Debates on consent theory often shift from concern with dubious consent actually given by some agent to a proposed activity or arrangement to concern with consent that would hypothetically be given by an ideally autonomous (rational and free) agent faced with that proposal. This shift to hypothetical consent allows us to treat the peculiar impairments of autonomy which affect us when ill as irrelevant: we can still ask what the (admittedly hypothetical) ideally autonomous patient would consent to. This line of thought curiously allows us to combine ostensible concern for human autonomy with paternalistic medical practice. Having reasoned that some procedure would be consented to by ideally autonomous patients we may then feel its imposition on actual patients of imperfect autonomy is warranted. But by shifting focus from what has (actually) been consented to, to what would (ideally) be consented to, we replace concern for others' autonomy with concern for the autonomy of hypothetical, idealised agents. This is not a convincing account of what it is not to use others, but rather to treat them as persons (6) .
If we don't replace concern for actual autonomy with concern for idealised autonomy, we need to say something definite about when actual consent is genuine and significant and when it is either spurious or misleading, and so unable to legitimise whatever is ostensibly consented to 
Partial autonomy, coercion and deception
Once we focus on the limited autonomy of actual patients it becomes clear that consent to all aspects and descriptions of proposed treatment is neither possible nor required. Only the ideally, unrestrictedly autonomous could offer such consent. In human contexts, whether medical or political, the most that we can ask for is consent to the more fundamental proposed policies, practices and actions. Patients can no more be asked to consent to every aspect of treatment than citizens can be asked to consent to every act of government. Respect for autonomy requires that consent be possible to fundamental aspects of actions and proposals, but allows that consent to trivial and ancillary aspects of action and proposals may be absent or impossible.
Treatment undertaken without consent when a patient could have reached his or her own decisions if approached with care and respect may fail in many ways. In the most serious cases the action undertaken uses patients as tools or instruments. Here the problem is not just that some partially autonomous patient couldn't (or didn't) consent, but that the treatment precluded consent even for ideally autonomous patients. Where a medical proposal hinges fundamentally on coercion or deception, not even the most rational and independent can dissent, or consent. Deceivers don't reveal their fundamental proposal or action; coercers may make their proposal plain enough but rob anyone of choice between consent or dissent. In deception 'consent' is spurious because cognitive conditions for consent are not met: in coercion 'consent' is spurious because volitional conditions for consent are not met.
However, some non-fundamental aspects of treatment to which consent has been given may have to include elements of deception or coercion. Use of placebos or of reassuring but inaccurate accounts of expected pain might sometimes be non-fundamental but indispensable and so permissible deceptions (8) . Restraint of a patient during a painful procedure might be a non-fundamental but indispensable and so permissible coercion. But using patients as unwitting experimental subjects or concealing fundamental aspects of their illness or prognosis or treatment from them, or imposing medical treatment and ignoring or preventing its refusal, would always use patients, and so fail to respect autonomy. At Avoiding unacceptable paternalism demands similar care. Manipulators use knowledge of others and their weaknesses to impose their own goals; paternalists may not recognise either others' goals, or that they are others' goals. Patients, like anyone with limited understanding and capacity to choose, may be helped by advice and information, and may need help to achieve their aims. But if it is not the patients' but others' aims which determine the limits and goals of medical intervention, the intervention (even if neither deceptive nor coercive) will be unacceptably paternalistic. Handicapped patients whose ways of life are determined by others may not be deceived or coerced -but they may be unable to refuse what others think appropriate for them. This means that patients' own goals, medical and non-medical, and their plans for achieving these, are constraints on any medical practice which respects patients' autonomy. Since return to health is often central to patients' plans, this constraint may require little divergence from the treatment that paternalistic medical practice would select, except that patients would have to be party to fundamental features of their treatment. But where patients' goals differ from doctors' goals -perhaps they value quality of life or avoiding pain or dependence more than the doctor would -respect for the patient requires that these goals not be overridden or replaced by ones the patient does not share, and that the patient's own part in achieving them not be set aside.
Debates on medical paternalism often assume that the goals of medical action can be determined independently of patients' goals. But in actionoriented ethical thinking morally required goals are not given independently of agents' goals. Paternalism in this perspective is simply the imposition of others' goals, (perhaps those of doctors, nursing homes or relatives) on patients. These goals too must be taken into account if we are to respect the autonomy of doctors, nursing homes and relatives. But imposing their goals on patients capable of some autonomy does not respect patients. The contextually-sensitive, action-oriented framework discussed here does not reinstate a contractual or consumer-sovereignty picture of medical practice, in which avoiding deceit and coercion is all that respect requires. On the contrary, it insists that judgements of human autonomy must be contextual, and that what it takes to respect human autonomy will vary with context. When patients' partial autonomy constrains medical practice, respect for patients may demand action which avoids not only deceit and coercion but also manipulation and paternalism; but where autonomy is absent there is no requirement that it be respected.
Respecting limited autonomy
Medical paternalism has been considered within three frameworks. Within a result-oriented framework of the standard utilitarian type it is not only permissible but required that concern for human autonomy be subordinated to concern for total welfare. Within an action-oriented framework that relies on an abstract, 'idealising' account of human autonomy, medical practice is too readily construed as ruling out all paternalism and permitting only treatment that would be consented to by 'idealised' autonomous agents.
Within an action-oriented framework that takes account of the partial character of human autonomy we can sketch patterns of reasoning which draw boundaries in given contexts between permissible and impermissible forms of paternalism. This account yields no formula, such as the requirement to avoid coercion and deception may be thought to yield for abstract approaches. But the inadequacies of that formula for guiding action when impairment is severe speak in favour of a more accurate and contextual view of human autonomy.
By trying to incorporate concern for actual, partial capacities for autonomous action into an account of respect for patients and medical paternalism we find that we 
Issues and contexts
Sections 1, 2 and 3 above discussed some ways in which treatment of autonomy, paternalism and respect for patients are articulated in result-oriented ethics and in action-oriented approaches which take an abstract view of cognition and volition, and hence ofautonomy. The alternative account proposed in sections 4 to 8 is that only consideration of the determinate cognitive and volitional capacities and incapacities of particular patients at particular times provides a framework for working out boundaries of permissible medical paternalism. If such judgements are contextual, there is no way to demarcate unacceptable paternalism in the abstract. The following headings only point to contexts in which these issues arise and have to be resolved. Which resolutions are justifiable will depend not only on following a certain pattern of reasoning but on the capacities for autonomous action paticular patients have at the relevant time. 
